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Zhu et al is a well-validated treatment strategy for HCC, which has become more feasible with satisfactory safety and efficacy profiles due to more advanced surgical technique and perioperative care. Partial hepatectomy is an effective treatment for spontaneously ruptured HCC, through which long-term survival can be achieved in selected patients. 9, 10 It should be performed when technically feasible as either an emergency or a staged operation (following embolization or other hemostatic procedures). However, the short-and long-term outcomes of patients undergoing partial hepatectomy due to spontaneous rupture of HCC warrant further validations. 3 The present study aimed to investigate the clinicopathological characteristics of ruptured HCC and to demonstrate the impact of tumor rupture and other prognostic factors on the prognosis of this condition in a large patient cohort.
Patients and methods
This is a retrospective study of consecutive patients who underwent partial hepatectomy for HCC between April 2007 and November 2011 at the Department of Hepatic Surgery, Eastern Hepatobiliary Surgery Hospital, Shanghai, China. Data were prospectively collected in a computer database. Data analysis was done retrospectively. Additional data were obtained by reviewing medical records. The exclusion criteria were 1) incomplete clinical data; 2) presence of severe comorbidities that could affect life expectancy, such as with a history of severe cardiac disorders; 3) preoperative portal vein embolization; 4) surgical portosystemic shunts before or at the same time as hepatic resection, were treated as an emergency and 5) a palliative resection or had presented at pathologic examination. According to whether the HCC had ruptured or not, all participants were divided into two groups. Informed consent was obtained from all participants. The research protocol of this study was discussed and approved by the Clinical Research Ethics Committee of Eastern Hepatobiliary Surgery Hospital.
Preoperative care, surgical procedures and follow-up
Preoperative checkups, including electrocardiography, chest X-ray, complete blood counts, liver and renal function tests, serum α-fetoprotein (AFP) level, serological markers for hepatitis B and coagulation profile, were done for every patient. Tumor location and extent were assessed by computed tomography (CT) and/or magnetic resonance imaging (MRI), and resectability was determined accordingly. A previously described criterion was used for resection and remained identical over the study period. 11 Child-Pugh grade C liver function was considered as an absolute contraindication to partial hepatectomy. 12 All operations were performed by experienced surgeons. Pringle manoeuver was routinely used with cycles of clamp/ unclamp for 15/5 minutes. Transection of the hepatic parenchyma was done using the clamp-crushing technique, and hemostasis was done with suture ligations and argon beam coagulators. Anatomical resection was preferred when possible, while nonanatomical resection was reserved for tumors that were peripherally located or situated at the junction of several liver segments, as well as for patients with serious cirrhosis. Major hepatectomy was defined as resection of three or more Couinaud liver segments, while minor hepatectomy was defined as resection of fewer than three segments. The presence of cirrhosis was confirmed by histopathological examination.
When all microscopic and macroscopic tumors were resected, it was defined as R0 resection. A complication was defined as the occurrence of postoperative pulmonary, renal, cardiac or liver failure; biliary complications; sepsis of any etiology and wound complications. Ascites and pleural effusion that required diuretics or paracentesis were defined as morbidities. Postoperative liver failure was defined by a postoperative serum total bilirubin (TB) level of >60 µmol/L, prothrombin time >18 s and/or the development of postoperative hepatic encephalopathy. Postoperative conditions and complications were assessed daily from the day of surgery until discharge.
Patients were followed-up every 2-3 months during the first year after surgery and 3-6 months thereafter until November 30, 2016. All patients were followed up with AFP measurement, CT or MRI and chest X-ray at 4 weeks after operation for 6 months at a 2-month interval and every 3 months thereafter. Patients underwent positron emission tomography, digital subtraction angiography or bone scan when necessary. All follow-up examinations were done by two physicians blinded of patient information and study data. Diagnostic criteria for recurrences were the same as for preoperative diagnosis of HCC. Once recurrence occurred, treatment plan was made based on the pattern of recurrence, hepatic functional reserve and the patient's general condition. A multidisciplinary approach, including re-resection, local ablative therapy, transcatheter arterial chemoembolization (TACE), external irradiation, systemic chemotherapy/ immunotherapy or sorafenib (since 2008), was adopted for patients with recurrence.
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Spontaneous rupture of hepatocellular carcinoma after hepatectomy
Special procedures for ruptured HCC
The diagnosis of HCC rupture was based on symptoms and signs upon admission, as well as bedside ultrasonography. For hemodynamically unstable patients, active resuscitation with intravascular fluid was initiated with correction of coagulopathy and patients were monitored closely in the ward or in the intensive care unit. In the majority of patients, bleeding would stop spontaneously with conservative treatment and watchful waiting. When the bleeding exacerbated, emergency transcatheter arterial embolization (TAE) was done. Some of the patients in this study had already undergone TAE before transferring to the authors' hospital for further treatment.
When bleeding could not be controlled by nonsurgical approaches, emergency laparotomy was indicated. For patients with resectable tumor, adequate liver functional reserves and satisfactory general condition, partial hepatectomy was conducted. Surgical hemostatic procedures, such as packing or hepatic artery ligation, suturing, plication and alcohol injection, were used to stop active bleeding at the site of rupture.
Pringle manoeuver and occlusion of the hepatic artery proper were used in emergency partial hepatectomy. 13 Tumor was reassessed for resectability after clot removal in the peritoneal cavity. Ideally, a resection margin of >1 cm was planned. After hepatectomy, peritoneal lavage with distilled water (DWPL; 5000-10000 mL) was done, and 5-fluorouracil (5-FU; 500 mg) was left in the abdominal cavity before closure.
14 Staged hepatectomy would be planned 2-6 weeks after the episode of spontaneous rupture for patients with resectable HCC whose bleeding had stopped either spontaneously or with laparotomy.
Statistical analysis
All data are presented as mean values with standard deviation (SD) or percentages. Nominal data were compared with the Pearson c 2 test; multiple forward stepwise logistic regressions were used when appropriate. The distribution of continuous data was tested using the Kolmogorov-Smirnov test; values are shown as mean (SD) if distributed normally and as median (range) otherwise. These data were analyzed by mean values of the independent samples t-test and Wilcoxon rank-sum test (Mann-Whitney U-test). Survival was calculated and compared with the log-rank test and presented with the Kaplan-Meier approach. Hospital mortality was defined as death during the hospital stay or within 60 days of surgery. Overall survival (OS) was defined as the length of time between surgery and death or the last follow-up examination.
Recurrence-free survival (RFS) was calculated from the date of tumor resection until tumor recurrence or last observation. To identify factors predictive of survival, univariable and multivariable analyses were performed using the log-rank test and Cox proportional hazards model, respectively. All statistical analyses were conducted using SPSS software version 19.0 (IBM Corporation, Armonk, NY, USA). P<0.05 was considered as statistically significant.
Results
Characteristics of ruptured HCC
During the study period, a total of 4209 patients with HCC were admitted in the authors' unit, of which 200 (4.8%) had tumor rupture. Of the 774 patients who underwent elective partial hepatectomy, 106 (13.7%) had STR before surgery ( Figure 1 ). Patients included in the study were divided into ruptured (n=106) and non-ruptured (n=201) groups. Both groups underwent hepatectomy from the same team of surgeons. In all, 94 patients with ruptured HCC did not receive hepatectomy due to various reasons: preoperative decision of unresectable HCC (51, 54.3%), intraoperative decision as not suitable for hepatectomy (4, 4.3%), inadequate liver functional reserve (17, 18 .1%), poor general condition (10, 10.6%), patient refusal (3, 3.2%) or for undefined reasons (9, 9.5%).
A total of 99 men and seven women with a mean age of 47.9 years (range 22-75 years) were in the ruptured HCC group. No significant difference was found in age distributions and sex ratios between the ruptured and non-ruptured groups (Table 1) . Sudden-onset abdominal pain (71 patients, 67%) and shock (54 patients, 51%) were more common in the ruptured HCC group. However, patients in the ruptured group presented with significantly more symptoms and higher prevalence of cirrhosis than those in the non-ruptured group. Meanwhile, patients in the ruptured group were more likely to have the presence of arterial hypertension (hypertension), ascites, higher Child-Pugh grade, a lower serum albumin level, a higher TB level, a higher serum AFP level, seropositivity for hepatitis B and worse tumor characteristics (including size,).
Perioperative outcomes
Perioperative parameters, including macroscopic and microscopic findings, are summarized in Table 2 . Tumor size in the ruptured HCC group was significantly greater than that in the non-ruptured group (P=0.002). Characteristics of the tumors, such as capsule formation, vascular invasion, satellite lesions, recurrence rate and surgical margins, were similar Cancer Management and Research 2017:9 submit your manuscript | www.dovepress.com
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Zhu et al between the two groups. Patients with ruptured HCC were more likely to present with more intraoperative blood loss (P=0.006) and intraoperative blood transfusion (P<0.001) but without a longer duration of operation (P=0.885) compared to those in the non-ruptured group. In addition, there was a lower R0 resection rate in the ruptured group (83.9% vs 87.6%). Patients with ruptured HCC were more likely to have a nonanatomical partial hepatectomy. No significant difference in morbidity and mortality was found between both groups (Table 2) . One hospital death (due to hepatic failure) occurred in the ruptured group.
Factors associated with spontaneous rupture of HCC
Univariate analysis indicated that sudden-abdominal pain, underlying diseases of hypertension, liver cirrhosis, ChildPugh grade, hemoglobin, TB, serum albumin level, AFP level, HBsAg, tumor size and ascites were significantly associated with STR (Table 1) . That is, STR was more frequently observed in patients with sudden-abdominal pain, hypertension and cirrhosis, positive HBsAg, larger tumor size and a poorer liver functional reserve. However, STR was also more frequently observed in patients with the presence of ascites, a lower serum albumin level, a higher TB and AFP level.
Parameters associated with spontaneous rupture of HCC (multivariate analyses)
Multivariate analysis with logistic regression revealed the following parameters as independent prognostic factors for STR: maximum tumor diameter (hazard ratio Did not receive partial hepatectomy n=100
Ruptured HCC n=200
Non-ruptured HCC n=4009
Patients with HCC during study period n=4209
Ruptured HCC referred by other centers after initial bleeding had stopped n=24
Did not receive partial hepatectomy n=18 n=92 n=6
Other treatment n=3341
Emergency partial hepatectomy n=8
Staged partial hepatectomy n=98
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Long-term survival outcomes
The duration of follow-up ranged from 1 to 104 months (median 35.9 months). Among the 307 surviving patients, 106 patients were in the ruptured group and 201 patients were in the non-ruptured group. The 1-, 3-and 5-year OS rates for all 307 patients were 54.0%, 37.3% and 33.8%, respectively, 
Impact of STR on survival
The ruptured HCC group had significantly lower OS rates (37.7%, 19.7% and 14.7% at 1, 3 and 5 years, respectively) than the non-ruptured HCC group (77.7%, 56.9% and 41.6%; P<0.001; Figure 2A ). There was also a significant difference in RFS between the ruptured (45.8%, 34.2% and 31.3% at 1, 3 and 5 years, respectively) and non-ruptured (58.2%, 39.7% and 36.0%) groups (P=0.016; Figure 2B ).
Both univariable and multivariable analyses showed that STR was independently associated with poor OS (HR 1.89, 95% CI: 1.32-2.69). Furthermore, although univariable analyses showed that RFS was lower in the ruptured group than in the non-ruptured group (P=0.016), STR could not independently predict poor RFS after partial hepatectomy for HCC in multivariable analyses (HR 0.95, 95% CI: 0.64-1.41, P=0.782; Tables S1 and S2).
Discussion
The incidence of spontaneous rupture of HCC shows an obvious geographical difference in previously reported studies, and ~10%-15% of patients with HCC develop this complication. 7 In the present study, 106 (13.7%) of the 774 patients underwent hepatic resection due to HCC rupture.
In this study, we found a similar baseline characteristic between groups with and without rupture in physical findings, biochemical data, hepatitis status and extent of cirrhosis. Patients with ruptured HCC were more likely to have clinical 
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Spontaneous rupture of hepatocellular carcinoma after hepatectomy manifestations such as sudden attack of severe abdominal pain, signs of bleeding during physical examination, a lower hemoglobin level, a larger tumor size, higher TB levels and greater intraoperative blood loss during hepatic resection. Sudden abdominal pain in hemodynamic unstable HCC patients should indicate the diagnosis of ruptured HCC. Nevertheless, multiple logistic regression analysis did not confirm sudden-onset abdominal pain to be a prognostic factor in patients with ruptured HCC, which was not consistent with the study by Yeh et al. 10 A possible explanation may be that the patients enrolled in the present series were all treated in a single surgical team. Moreover, we found that STR was more frequent among patients with a larger tumor size and a poorer liver functional reserve (a higher serum TB level and presence of ascites), which is consistent with previous reports. 6, 15 Interestingly, we also found the presence of hypertension and liver cirrhosis to be predictive factors for spontaneous rupture of HCC. It may be attributed to the fact that hypertension can directly result in an increase in pressure within the tumor; the rupture of a vascular tumor like HCC may thus lead to the tearing of vessels with uncontrollable blood loss. The condition may be further exacerbated in cirrhotic patients with underlying coagulopathy. Both of the two factors may promote the process of rupture described earlier. 16 Treatments for ruptured HCC include control of hemorrhage and liver resection when possible. The feasibility of hepatectomy depends largely on the extent of the tumor 
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Zhu et al (e.g., caval involvement). Hepatic resection is technically challenging in cirrhotic livers. Lai et al 17 reported that 60.7% of patients with ruptured HCC had macroscopic cirrhosis, and only 12.5% of patients were managed by hepatectomy. Dewar et al 18 reported that 36 of 37 patients with ruptured HCC had underlying cirrhosis of the liver, 11 of whom underwent hepatectomy. In our study, 89 of the 106 patients with ruptured HCC had underlying cirrhosis, and over half of the patients (60.4%, 64/106) underwent resection. With recent improvements in hepatic surgery, hepatectomy for ruptured HCC is feasible and may be potentially curative.
Previous Japanese 19 and Italian 20 studies have confirmed that emergency hepatic resection for ruptured HCC may achieve a long-term outcome comparable with that of elective surgery in selected patients. We also demonstrated that patients with ruptured HCC who underwent hepatectomy had worse OS compared with those in the non-ruptured HCC group.
Although it is generally presumed that STR is a risk factor impacting the prognosis of HCC patients undergoing hepatic resection, controversies remain on this issue. 9, 10, 21 For instance, Aoki et al 6 and Liu et al 9 reported that the survival of patients with ruptured HCC was significantly worse than that of patients with non-ruptured HCC. In contrast, Yeh et al 10 reported that patients with ruptured HCC had a similar OS compared to those with non-ruptured HCC; however, disease-free survival rate was significantly lower in those with ruptured HCC. As observed elsewhere, 19 a trend toward lower disease-free survival rate was observed in patients with tumor rupture who underwent hepatic resection. The present study has identified in a large patient cohort that tumor rupture itself had a negative impact on patient survival; furthermore, of note, STR, which was not independently associated with poorer RFS (HR 0.95, 0.64-1.41) after hepatectomy, predicted poor OS and RFS after hepatectomy for HCC.
It is worth pointing out that all surgeons in our unit had abundant operating experience of hepatectomies. As a result, the rate of hepatectomy in the present cohort was much higher than previous counterparts. 9, 20 The 1-, 3-and 5-year OS and RFS rates after hepatectomy for ruptured HCC were comparable with those reported elsewhere. 9, 10, 22 Perioperative morbidity and mortality rates were comparable between both groups, suggesting that hepatectomy did not pose additional perioperative risk for ruptured HCC in selected patients whose operations were performed by experienced surgeons. Peritoneal dissemination is not uncommon after curative resection of ruptured HCC; 22 DWPL and intraperitoneal 5-FU were thus administered to prevent peritoneal dissemination. DWPL would remove tumor cells to a large extent, and thus, tumor recurrence would be delayed and better survival would be achieved in patients with spontaneously ruptured HCCs. 14, 23 Currently, the role of 5-FU in HCC treatment regarding adjuvant therapy after surgery, based on a randomized, controlled trial, placebo controlled, 24 that showed lower recurrence rate and higher time-to-tumor progression as well as 5-year OS was better in the 5-FU group. In addition to the tumors being more advanced in the ruptured group, the R0 resection rate was significantly lower than that in the non-ruptured group (83.9% vs 87.6 %). In some patients with ruptured HCC, the intraoperative extent of tumor was more advanced than on preoperative assessment, with intraperitoneal seeding being detected at operation. Finally, peritoneal secondaries were more often found on follow-up in the ruptured group after R0 resection.
Yamagata et al 19 claimed that increased intratumor pressure with venous invasion was the main culprit for recurrence in the ruptured HCC. However, in the present series, a similar percentage of vascular invasion was observed between ruptured and non-ruptured groups. Greater blood loss and more blood transfusion needs might contribute to the poorer disease-free survival in patients with ruptured HCC. Perioperative blood transfusion has been related to shorter disease-free survival because of the immunosuppressive effect of transfusion. 25 Battula et al 26 reported that the multifocality of the tumor and large tumor size can help predict the risk of decompensation and poor outcomes. Kirikoshi et al 27 demonstrated that tumor size was the only independent factor for long-term survival among patients who underwent successful initial TAE. In the present series, tumor size was an important factor influencing survival in patients undergoing successful hepatectomy for ruptured HCC; moreover, we identified that tumor size was an independent factor influencing OS (HR: 1.74, 95% CI: 1.21-2.49, P=0.003) and RFS (HR: 1.99, 95% CI: 1.35-2.93, P=0.001).
In addition, the present study, together with the studies of Sun et al 28 and Hung et al, 29 showed that hepatitis B positivity was an independent factor for OS and disease-free survival and was associated with a higher risk of early recurrence and poorer survival in patients after curative resection of hepatitis B virus (HBV)-related HCC (within 1 year), [28] [29] [30] suggesting HBsAg positivity impact on OS and RFS after partial hepatectomy for HCC. Although there was not a significant difference in OS or RFS between the ruptured Cancer Management and Research 2017:9 submit your manuscript | www.dovepress.com
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Spontaneous rupture of hepatocellular carcinoma after hepatectomy and non-ruptured groups, the HBsAg-negative group had lower OS rates (63.2%, 45.6% and 42.1% at 1, 3 and 5 years respectively) than the HBsAg-positive group (52.1%, 35.4%, 32%); meanwhile, the 1-, 3-, 5-year OS rates for HBsAgnegative patients were 70.5%, 54.4% and 43.1%, respectively, in contrast to 62.7%, 42.2% and 30.2% for HBsAg-positive patients.
The present study has several flaws. First, although the data were collected prospectively, this is actually a retrospective cohort study with all its inherent shortcomings. Second, the study population in the present study was limited to Chinese HCC patients and the dominant etiology of the liver disease was HBV, which is different from that seen in Western countries.
Conclusion
The presence of hypertension, liver cirrhosis, higher serum TB level, tumor size >5cm and ascites are the independent indicators of ruptured HCC. The present study confirmed that tumor rupture itself had a negative impact on patient survival, and hepatic resection for patients with spontaneous HCC rupture is often feasible and is the treatment of choice for ruptured HCC, which can result in OS and RFS rates that are comparable to those of patients without rupture. 
